Introduction: Pediatric hematology/oncology and stem cell transplant patients are the most vulnerable population of developing Central Line Associated Blood Stream Infection (CLABSI). It prolongs the hospital stay, increases the cost of hospitalization, and morbidity and mortality rate of the pediatric patient. Objective: To decrease the rate of CLABSI in bone marrow transplant unit by implementing evidence based strategies, policies and procedures Method: Plan, Do, Check, Act (PDCA) model and Centre of Disease Control (CDC) guidelines were implemented to analyze the roots of the increasing rates of CLABSI and to resolve it. A multidisciplinary team was formed including nurses, physicians, quality managements, products coordinator, and infection control. Training was provided to the nurses on hand hygiene, maintaining sterile technique and the implementation of the new products and practices like using of Chlorhexidine Gluconate (CHG) dressings and wipes, frequency of changing administration sets and adds on devices, and Central Venous Catheter (CVC) maintenance care. Results: The CLABSI rate significantly falls from 4.10 to 2.26 per 1000 central line days from 2012-2014. In 2013 Q1, a wide range of fluctuation seen with a sharp fall in Q2 2013. Then slightly increased by the end of the year. In the former part of this year, CLABSI rate rose significantly and suddenly decrease below the benchmark (2.69) by the end of the Q2 2014. Conclusion: In summary, use of the multimodal approach to the central line access and care resulted in an overall reduction of the CLABSI rate that is 2.4 per 1000 central line days, over a period of 2 years below the National Health Service Corps (NHSC) parameter 2.69. Disclosure of Interest: None Declared. Introduction: The need of an adequate venous access is always a primary requirement for hematologic patients who must receive chemotherapy. In the last year the organization and the logistics of planning the placement of these devices was misleading and difficult to manage with delays in the placement (and in some cases lack of placement) and consequent delay in treatment with long delays in hospitalization and burden on health care costs and patient compliance. Method: We have identified a number of clinical variables related to the patient (history, patient compliance, thrombotic diathesis, absence of peripheral venous access) and the type of chemotherapy planned (osmolarity, pH, risk of intimal injury and duration of chemotherapy). These variables have enabled the production of a decision algorithm which has been tested in a real population of 131 consecutive patients who had access to our day hospital between 01/01/2014 and 31/08/ 2014. Results: 5 of 131 patients (4%) began the treatment having previously placed a Port (PAC) or peripherally inserted central catheter (PICC), while 126 (96%) had central venous access. During chemotherapy, the PAC has been placed in 14 patients (11%) in the average distance from the start of chemotherapy of 27 days (5-84) and the PICC in 7 patients (5.5%) at a distance average of 55 days (0 -152). Analyzing the risk factors of their chemotherapy, 47 patients (36%) received therapy at risk for high osmolarity, 61 patients (47%) at risk for pH and 78 (60%) at risk for intimal damage. Of the 126 patients who started chemotherapy without central venous access, 73 have received treatment that would have required an infusion device for endovascular presence of at least one risk factor among the three evaluated on the basis of our algorithm, while 53 patients without factors risk should have been assessed on the basis of duration of chemotherapy. Among the 73 patients with at least one risk factor, only 18 (24%) were candidates for devices (13 PAC and 5 PICC); consequently 55 patients (76%) at risk of damage from chemotherapy have received treatment from peripheral venous access or by AVC placed and removed at each cycle. Of the 53 patients with no risk factors, however, 11 need a subcutaneous treatment-then come out from the observation; of the remaining 42 patients who required intravenous treatment, 27 were candidates to receive treatment lasting more than 4 weeks then, by algorithm, through peripheral access or midline, and 15 patients, lasting greater than or equal to 4 weeks, requiring a central access that has not been positioned.
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Conclusion:
The use of a decision algorithm would be useful to identify, in advance, patients who may be at risk of damage from chemotherapy, allowing a programmation of the most appropriate device avoiding, when possible, an excessive number of placements of central venous catheters in urgency. In this way you can avoid multiple placements of AVC, reducing risks and costs. Introduction: FACT-JACIE International Standards Accreditation, Version 5 requires that the Clinical Program has access to personnel who are formally trained, experienced and competent in the management of patients receiving cellular therapy.Core competencies are specified within the standards and evidence of training in these competencies must be documented. This may be achieved by evidence of in service training, attendance at conferences etc. While initial supervised training is easily documented,annual competency maintenance can be difficult to show. Ongoing training for clinical personnel should reflect their experience, individual competencies and proficiencies, orientation for new staff and necessary preceptorships as such, training needs to be flexible to reflect staff requirements. Training also needs to be done in a timely manner to demonstrate annual updating. We wanted to devise a system in order to facilitate both appropriate and timely demonstration of continuing competency within our transplant unit. Method: Using the FACT JACIE standards as a basis we developed online test system on sharepoint platform using one question from each of the standards with multiple-choice answers. The questions were based on in house Standard Operating Procedures, and included conditioning regimen selection, CD34 target, management of side effects, palliative care etc. (Table 1) Results: 20 and 20 doctors completed the questionnaire. All participants reported that the test was easy to use and convenient. All questionnaires were completed on time with the possibility of repeating the test for those who had errors. Nurses had 100% correct answers whilst five physicians needed to repeat the test (25%) because of errors (1 with 4 errors, 3 with 2 errors, and 1 with 1 error). Where errors were observed, specific training was given to cover areas of concern. With repeated testing of staff after further training, participants all scored 100%at the second attempt. All staff had an annual update. patients given the drug at 12 midnight, and 87 patients given the drug at 5pm, found no significant difference in effectiveness. This dosing schedule, initiated by nurses, was considerably more cost-effective and improved patient satisfaction and experience. We have used Plerixafor pre-emptively to rescue failing mobilisations in 13 patients with 5 pm dosing, with success rates of 80%. We have found one of the greatest challenges is managing high patient expectations of this drug, and eliminating unrealistic perceptions of a 'miracle drug', as in some patient cohorts failure rates may still be up to 20% in our experience. Conclusion: Plerixafor is an effective drug for stem cell mobilisation. However, it presents challenges for apheresis nurses in order to optimise its use, efficiency, and the patient experience, and requires nurses to monitor outcomes and utilise evidence -based practice. 5pm dosing appears to be as
effective as 10pm, and using Plerixafor pre-emptively may be more cost effective and patient-centred. Although patient self evaluation tools are available, they are often used retrospectively, and no tool for proactive use in facilitating SCT follow up clinic visits is available. Method: A review of the literature was performed, identifying complications and associated symptoms following HSCT. These included GI disturbances, skin, respiratory, eyes, genito-urinary, mobility, neurological and general problems. They were listed, with a simple 'yes', 'no' to identify the presence of the symptom, and space for 'other' symptoms to be reported. The self-evaluation questionnaire was then given to HSCT experienced medical staff, and to 7 consecutive pts attending the HSCT follow up clinic for review. Verbal and written comments were recorded. Results: Four members of the medical team reviewed the content of the self-evaluation questionnaire and provided feedback. Seven pts were given the questionnaire (2 female, 5 male), mean age 48 yrs (range 29-70). One pt had undergone 2 allogeneic SCT's and was day þ 2268 and day þ 100. Of the remaining pts, mean time since SCT was þ 362 days (range 100-969). Patients had undergone myeloablative and nonmyeloablative conditioning regimes. Feedback was positive from all pts, and comments included ease of compilation of the self-evaluation tool, utility as a reminder for problems pts wanted to highlight to the doctor at home but often forgot, easier to understand when symptoms are written and the value of being able to talk about what was important for the patient. One pt suggested the addition of 'advice' for 'simple problems' at home e.g. headache, sore throat, and social life, which would assist in recovery. Conclusion: We have developed a simple & easy to use selfevaluation tool for pts having undergone allogeneic SCT, which allow pts to identify their needs and issues, aiding in ensuring a collaborative approach to care. Pts comments would suggest that they also require ongoing advice and support. We plan to implement this tool, recording pt reported symptoms and congruence with clinical evaluation in order to tailor care appropriately. Patients who lived within a 20 min drive from hospital were discharged to their private home the day after stem cell infusion. Patients at home had to meet the requirements of: a caregiver who was willing to stay at home and help, and approval of the home by the staff of the bone marrow transplant unit. The staff required that there be no pet animals at home, the sheets be changed once a day and that the home be cleaned once a day and delivered all supportive care at home until hematological recovery. This assistance was a special kind of home hospitalization because it provides all cares typical of an intense therapy in patients' home by hematologist and transplant specialist nurses with: a) clinical examination performed twice daily (in the morning and in the afternoon), b) daily physician oversight of all evaluations; c) daily registered-nurse evaluations, d) blood sampling for laboratory investigations and cultures; d) transfusion of blood products; e) infusion of parenteral antibiotics; f) monitoring of checklists completed by patients and relatives; g) recording of temperature and drug and fluid intake; h) and dealing with any complaints. Healthcare professionals provided the supply of medications, and performed pulse oximetry for monitoring the patient's O2 saturation as well as electrocardiography, in the home. by analyzing data and check our quality system. We also evaluate every procedure with the patient and their spous/ caregiver. Results: We offer the outpatient allogenic stemcelltransplantation to a selected group of patients: -Patients with AML, ALL, MDS, MM and NHL with an indication for allo-RIST and FLU-TBO conditioning regimen -oAge of 70 -Eligible to inclusion criteria (travelling time o1 hour, spous/ caregiver 24 hour availability, medication adherence, etc.) The procedure is now in use for almost four years and several adjustments have been made. Some issues occur to be solved. For example: -It appears that 54.5% of the patients have a cyclosporine at a low level (o250 ug/L) at day-1. We now sort out if adjustments of the instructions or prescriptions need to be made. -From evaluations with patients and their spouses, it appears that some spouses need more attention throughout the procedure -Some patients feel unsecure during the days 0 and day þ 5 (first check-up after TX). During this period there is no standard contact with the hospital. We now offer patients to have contact by telephone at day þ 2 with the nurse of the outpatient ward. Conclusion: The procedure of outpatient allogenic hematopoietic stemcelltransplantation is standard care for selected patients in our department. After 3 years, we are able to adjust protocols and fine-tune individual patient for logistic reasons. Disclosure of Interest: None Declared. Introduction: Studies have demonstrated that there is an increasing awareness of the impact HSCT has on patients' sexuality. Regardless of such data, there is concern that sexuality is an issue which may not be addressed in a standardised manner by clinicians during post-HSCT follow up. The aim of this study was to explore possible barriers and facilitators to monitoring of sexual function post HSCT. Method: A self-administered questionnaire devised by Moore et al. (2013) was adapted for use with HSCT staff. The questionnaire consisted of 4 sections: demographics and S502 education, perceived barriers to discussing sexuality, potential facilitators for discussing sexuality, and comments. It was available in French, German, Dutch, Italian and English. The questionnaire was sent as an online survey to all principal investigators and their principal nurse of the 193 center of the European Society for Blood and Marrow Transplantation (EBMT). Results: 436 members responded with 323 members completing all questions. Lectures on sexual health were included in preregistration education of 71% registered nurses (RN) and 59% medical doctors (MD). Those who received such education however, did not discuss sexual issues with patients significantly more than those who had not. A major barrier for RNs and MDs discussing sexuality (28% and 36% respectively), was a lack of services to refer the patients to. This was followed by; lack of privacy for RNs (27%); heavy workload and lack of time for MDs (31%). Regarding patient specific barriers the most important ones concerned having discussions with patients who are of a different religion, or who have a mental health problem. Overall, RNs reported feeling less comfortable than MDs talking to patients about HSCT impact on sexual function and fertility. There was a positive correlation between the level of academic qualification and comfort levels. Being asked questions by the patient about their sexuality was identified as the best facilitator, for RNs (98%) and MDs (94%) Having knowledge of the perceived sexual difficulties was second best for RNs (89%) and having sufficient time to sit and talk to the patients for MDs (85% The Christie, Manchester, United Kingdom
N009 BARRIERS AND FACILITATORS FOR NURSES AND PHYSICIANS DISCUSSING SEXUAL ISSUES WITH PATIENTS
Introduction: Sexual functioning is a significant factor in survivorship post HSCT. There are increasing reports in the literature of; patient embarrassment about discussing these issues, difficulty identifying concerns by health care professionals.
To evaluate the incidence of developing GVHD, case notes of patients who had received an allograft since 2010 were reviewed. A total of 188 patients (67 female /121 male) were studied. Acute GVHD developed in 47.9% and chronic GVHD developed in 87%. Further analysis highlighted that there was scanty information available about the involvement of perineum and genital tract. It was felt that the incidence of perineal/genital GVHD was underestimated because the information was not volunteered by the patients or reluctance on the part of health professionals to ask the questions of sensitive nature. Lack of advice and subsequent treatments of any sexual dysfunction can have a negative impact on the patient quality of life. A women's health clinic was therefore established to offer education, support, and treatment to women who had received a donor HSCT. Method: A clinic template was developed to give structure to the consultation. This was used as a platform for education and a springboard for patients to ask questions. A flow chart for standardisation of intervention was also developed, along with a patient information pack. The clinic runs ones a week and offers 30 minutes slots per patient. As this service was new and personal in nature participants were requested to evaluate its utility by using questionnaires regarding appropriateness of the consultation with the aim to assess the utility and ways to improve delivery of service. Results: The clinic commenced August 2014. Early assessment revealed that in the first 6 weeks, 19 patients were invited, an attendance of 84% was achieved. The results of the questionnaire revealed that all the women found clinic very helpful and often agreed that they had problems they did not discuss during appointments with transplant clinicians. 50% of these patients had issues pre clinic and 25% were unsure. Majority of patients (83%) reported having no symptoms pre transplant; the same number had some symptoms post HSCT. All patients agreed that they were relieved to have been able to speak with someone and many commented on the benefit of having a female to talk to. 50% of patients felt they were alone with the problem and 50% of partners had already expressed concern. Conclusion: The results have been overwhelming positive and validated the need for continuation. The Majority of woman reported suffering some sexual dysfunction. The clinic highlighted the benefit of a 'user friendly' forum for women to talk, many felt uncomfortable speaking with male consultants and often felt the 'this was just another thing'. Introduction: With an ever increasing demand for transplant procedures, rising bed pressures and the constant drive for economic efficiency within the NHS; the Trust needed to develop more effective systems to meet the needs of its catchment population. We developed novel treatment pathways to allow patients to undergo daily assessment and treatments for autograft in a day-case unit setting using ambulatory care (AC). Patients are reviewed by a nurse practitioner with the support of a haematologist and receive the same level of care as those having in-patient autografts. All patients are closely monitored for signs of treatment related toxicity and infection using a simple proforma which forms the basis of the consultation. As well as daily blood tests, patients receive a physical examination. Close links are maintained with the palliative care team and dieticians. The patient remains in AC until either their condition requires escalation to in-patient care, or upon patient/carer request. Method: Our primary aim was to improve the service without compromising patient safety. We set the following objectives: determine the feasibility of using AC to improve the patient experience; relieve bed pressures allowing a greater flexibility within the service; prove cost-effective; record incidents and collect patient feedback. The Royal Marsden School, Sutton, Surrey, United Kingdom
Introduction: Allogeneic Stem Cell Transplant (ASCT) is increasng as a treatment modality for haematological malignancies. Despite technological advances there remains significant morbidity and mortality. Twenty-first century healthcare, with its inherent economic and political implications, exemplifies nurses as a fundamental resource, and the need to retain skilled nurses is essential to sustain technologically advanced therapeutic interventions to improve cancer survival outcomes. As a result of accreditation and regulation, ASCT units are subjected to numerous quantitative evaluations and measurements, yet there has been little exploration of the qualitative experience of ASCT nursing from the persepective of the nurses at the bedside. Much of the existing literature has focused on end of life issues and occupational stress, but there is a paucity of research exploring the totality of ASCT nurses' experience of caring for these patients. Method: The aim was to gain insight into the world of ASCT nursing by developing an understanding of how nurses care for this patient population, to elicit their perceptions of ASCT, to ascertain how nurses find fullfillment in this work, and to explore the challenges. A qualitative phenomenological framework was applied, and 8 ASCT nurses (caring for adult and teenage patients) completed unstructured audio-taped interviews. These were transcribed and essential themes were extrapolated from the text, and meanings interpreted.
Results: The themes that emerged reflected the daunting dichotomy of ASCT nursing, incorporating the uncertainty and the intensity. Essential concepts specific to the phenomenon of ASCT nursing that resonated with the participants were related to the perceived uniqueness, complexity, intensity, and grief experienced when caring for this patient population. However, they also reflect the hope, thrill, and opportunities it presents, and fundamentally the significant input that their skilled nursing can contribute. The following themes were identified: the wonder of it; caring during uncertainty; sharing in the journey of rebirth; being a slave to routine and the medical model; the paradox of cure; and connection and disconnection. Conclusion: ASCT nursing is complex and multidimensional. It can place an extraordinary burden on nurses, but can also be a source of significant eustress (or 'good stress'). By gaining a deeper understanding of ASCT nursing, it may be possible to develop mechanisms and interventions to nourish and retain these nurses, ultimately sustaining exemplary patient care in this speciality.Findings indicate that some stressors in ASCT nursing result from the culture of care in these units, and the prominence of advanced nursing practice may be instrumental in influencing this culture through expert leadership, education, support,credibility, and evidence-based practice. Introduction: Cure2Children foundation (C2C) collaborated with the Asiri Central Hospital (ACH) in Colombo, Sri Lanka to set up country's first Bone Marrow Transplant (BMT) unit in June, 2014. Among many other challenges, one of the major challenges was to train nurses in a start up BMT unit to understand and competently provide care to BMT patients. Nursing education is generally inadequate in low and middle income countries. But as evidenced by several recent studies, the successful treatment of children with cancer highly depends on the provision of specialised nursing care that requires advanced knowledge and clinical skills. Keeping this in mind, C2C implemented blended learning education model to train local nurses in the new BMT unit at ACH. Blended learning is a combination of different interactive teaching methods which include internet-based learning coupled with traditional face-to-face lectures. The aim of this experience is to highlight the advantages of blended learning in maximising the ability of new nurses to improve their self confidence and advanced knowledge in a new clinical speciality such as BMT. Method: Six nurses were assigned to work in the BMT unit at ACH. All six nurses participated in the education program in a blended learning environment. This comprised of 2 weeks of interactive face-to-face lectures, e-learning activities, and 6 weeks of clinical supervision by BMT specialist nurse and physician. Education topics were BMT specific such as central line management, chemotherapy administration, infection prevention and control, family education, quality management and data management. Results: At the end of the education program the evaluation data was collected from the assessment test results after the course which consisted of scenarios and multiple choice questions (N ¼ 75) relevant to BMT nursing care prepared by BMT nursing and medical coordinator. All 6 nurses completed the assessment in C2C database (BMT plus). On average nurses score was 66% with the highest score 80% and lowest 51%. Nurses reported that the knowledge gained through the course was fully transferable to their daily practice and boosted their confidence in clinical decision making. The BMT unit at ACH has so far performed 4 allogeneic matched related transplants for thalassemia major with a 100% success rate. Conclusion: This experience demonstrates that blended learning positively impact the orientation of new nurses and offers a cost effective alternative to residential learning methods in which nurses from developing country travel to developed country which is rarely feasible. This approach also makes training more flexible with potential to be delivered in a variety of settings without extensive disruption to work schedule. Moreover, this experience may help organisation focusing on international outreach in deciding and planning future education for nurses in start up centres. Disclosure of Interest: None Declared. Introduction: Despite the curative potential of SCT not all children survive. Little is known about parental end-of-life (EOL) decision-making. A better understanding of the parents' experiences and perspectives about EOL decision-making in paediatric SCT can help healthcare professionals to support parents in decision-making and to improve (after) care. This study explored parent's experiences and perceptions of EOL decision-making after allogeneic paediatric SCT. Method: A retrospective, qualitative Grounded Theory study was performed. Face to face, in-depth open interviews with twelve parents individually of seven children who died within a year after SCT were conducted and qualitatively analysed. Interviews were coded and categorized; resulting in a thematic description. Results: Three themes were identified. 1) 'Dealing with decision-making'. Parents followed the professionals' suggestions for treatment options based on trust and hope for recovery. Most parents emphasized they lacked a frame of reference to decide on treatment options themselves. The child's suffering was one of their hardest feelings, the parents' hope for cure helped them to cope with it. In addition parents maximized treatment options to prevent themselves from regret afterwards. 2) 'Making the most of opportunities' refers to using all treatment possibilities offered by the specialized medical team, but simultaneously being critically involved with the decision-making process. 3) 'Being a good parent'. This meant for parents considering and following their child's wishes in making decisions as well as supporting the child and the family members. This role also helped parents to support themselves throughout the SCT and demonstrated their commitment to their child (not to give up). In hindsight most parents felt doubts about having missed chances or about the meaninglessness of the child's suffering during the terminal stage. All parents experienced feelings of intense loss; the EOL period was in most cases experienced as an emotional rollercoaster characterized by complications and suffering. Conclusion: In hindsight parents did not feel they had made decisions themselves during SCT, rather they tended to follow all possible treatment options offered by the healthcare professionals. During EOL some parents agreed to stop further treatment, principally to relieve the child's suffering. Many parents struggled with gaining a frame of reference that enabled them to make EOL decisions.The outcomes of this study suggest that the SCT team should consider when and in what way they inform parents and children about a possible upcoming death during SCT, as well as means to improve individualised shared decision-making. Ethnographic, prospective research with healthcare professionals, parents and perhaps patients is suggested to gain further insight. Disclosure of Interest: None Declared. Introduction: Allogeneic hematopoietic stem cell transplantation (HSCT) involves severe immune-related complications, in particular Graft versus Host Disease (GVHD), which is the primary cause of morbidity, mortality and decreased quality of life after HSCT including sexual dysfunction. Aim: To examine the association between treatment with HSCT and sexual dysfunction one year after HSCT including the association between chronic GVHD and sexual dysfunction one year after HSCT. Method: The study is a controlled, prospective cohort study with baseline assessment 2-3 weeks prior to HSCT and follow-up one year after HSCT. All patients (Baseline: n ¼ 124, Follow-up: n ¼ 63) were recruited from the Department of Haematology, Copenhagen University Hospital, in the period from October 2010 to November 2013. Patients completed the ''SFQ: Sexual Functioning Questionnaire'' and descriptive data were obtained at both time-points Results: Both genders declined in sexual function, and the prevalence of physical sexual problems increased or remained consistent. At follow-up, 47% men and 60% women reported at least one physical sexual problem. Patients with chronic GVHD reported higher level of sexual dysfunction. Women reported a high prevalence of symptoms on genital GVHD and in addition women with chronic GVHD scored significantly worse on sexual function problem subscale. Conclusion: Sexual dysfunction is a late effect that does not recover one year after treatment, and both genders experienced increased sexual dysfunction one year after treatment. Introduction: Addressing the psycho-social needs of the patient is integral in providing holistic cancer care, however cancer nurses often fear situations where the patient expresses emotions that they may be unable to manage. Psychological skills training has been shown to improve care, reduce staff burn-out and aid staff retention in the cancer care setting. A pilot project was undertaken, offering teaching sessions jointly lead by a psycho-oncologist and haematology clinical nurse specialist (CNS). The aim was to combine clinical education with discussion of the psycho-social aspects of care using a case-study approach. The target audience was outpatient therapy nurses, clinical trials nurses and student nurses based in the haematology and transplant unit of Aberdeen Royal Infirmary. Method: Out-patient therapy nurses, clinical trial nurses and student nurses were invited to participate in informal teaching sessions lead jointly by the psycho-oncologist and haematology CNS. Each session focused on one identified patient who had presented challenges to the team. The sessions included a clinical introduction by the CNS and discussion of the disease process, treatment and outcomes. This was follwed by analysis and discussion of relevant psycho-social issues, lead by the psycho-oncologist. Nurses were asked to complete pre and post teaching questionnaires for evaluation. Teaching sessions are ongoing but interim evaluation has indicated that staff feel more confident in recognising, discussing and assessing the psycho-social needs of their patients. Qualitative feedback suggests that nurses also appreciate the opportunity to gain a more rounded understanding of their patients whole life experiences. They also strongly value the opportunity to hear and share the views and opinions of their colleagues in a safe and supportive environment. Conclusion: Early indications are that this is a useful approach to supporting nurses in their daily work with complex patients. They have indicated interest in continuing this project as an ongoing part of their continuing professional development. Following full evaluation we plan to expand this project to include the in-patient ward facility, which has unique challenges. We envisage that this teaching model may be transferable to the wider cancer care setting. Disclosure of Interest: None Declared. Médecine, 2 Spécialité de médecine, Hôpital cantonal universitaire Genève, Geneva, Switzerland Introduction: The bone marrow transplant is a complex treatment which is growing. The number of transplants has increased in Geneva in recent years (38 transplants in 2009 to 71 in 2014) and we need to develop an education patient program to face in safety to this situation. We have defined the patient journey by building an education program regarding each different phases of the graft: clinical assessment, transplantation and discharge from the hospital. Method: We base our program on the Meleis theory of transition related to the therapeutic education concepts. It focuses on each period crossed by the patient through the transplant care route. The objectives of this program are: ensure continuity of care and prepare the patient to cross each stage, develop skills to manage the patient care by promoting autonomy, create motivation in the context of vulnerability, reduce the risk of serious graft complications (Gvhd, infection), optimize the quality of hospitalized stay. The implementation of this program is structured in two parts: developing a patient education program based on the needs identified in each phase of care, train health care to the principles of therapeutic education and motivational interviewing for every patient and create information tools. The approach is built around a patient pathway. Conclusion: This program by exploring the transition process associated with the different stage of the disease promotes the full patient participation in education. It also permits to discharge earlier patient from hospital and also empowers patient autonomy in health behavior. In the future, this program will be used for educate any patient hospitalized with hematological disease and for developing ambulatory transplants. Disclosure of Interest: None Declared. Introduction: In the allogeneic stem cell transplant setting (HSCT), HSCT-Coordinating Nurses (CN) play a major role in delivering information to potential donors, organizing HLA tests, pre-donation work-up, and stem cell collection as well as providing support through the donation process. This multifaceted experience allowed CN to perceive the complexity of related-donation and its specific ethical and psychological issues. In order to cope with difficult situations such as conflicting family relationships, donation refusal or withdrawal, as well as donors' ambivalent feelings and psychological distress, our CNs propose a systematic psychological interview during the pre-donation work-up day Method: Such psychological interview aims to identify and address related-donors' psychological difficulties and support their needs prior, during and post-HSCT. It takes place after the medical consultation and after the individual information session performed by the CN. Such psychological interview offers to related-donors a setting in which they can ask questions that they could not ask before, to reword their own understanding of medical information, to express their feelings regarding their close relatives' disease and their expectations (and doubts) regarding HSCT. Also, this interview can also be an opportunity to talk about family conflicts, relationships difficulties and donation impact on family dynamics. Moreover, this first contact with HSCT-Unit's psychologists may foster related-donors to ask for assistance later in HSCT course. Results: From January 2012 to September 2014, 95 adult related-donors were identified in an single centre HSCT program. The psychological interview was proposed to all of them; but 44 interviews were actually performed. Our findings suggest that related-donors have to handle a delicate balance between their personal concerns (e.g. socio-professional constraints, financial difficulties, fears of the procedure and its potential consequences) and the vital risk which threatens his (her) family member. This dual challenge influences both donation's decision and experience. Related-donors frequently fear harvesting procedure and a negative impact of donation on their own health. They also suffer from emotional stress linked to receiver's condition and HSCT outcomes. A main issue is the fact that these donors can not easily talk about their feelings regarding HSCT and donation with their close relatives, which core preoccupations are turned to recipient. Conclusion: With the aim to minimize potential harm for related-donors, we conclude that the pre-donation psychological interview provided related-donors an appropriate frame to tackle their own concerns regarding donation. The latter may allow to prevent later emotional difficulties, especially in case of recipients' severe complications such as GVDH, relapse or death. Disclosure of Interest: None Declared. Introduction: Finance and employment are leading concerns post-HSCT. The economic cost of cancer is a substantial personal and societal problem. An annual d5.3 billion commercial shortfall is caused by survivors not returning to work; 92% lose income, adversely impacting QoL for 40%. Work is extremely important to survivors and has health benefits. Method: We analysed 6 months records from the newly established post Allogeneic HSCT late-effects clinic. Records comprised proformas and Holistic Needs Assessments (HNA)-a self-report tool to identify distress level (0 ¼ none, 10 ¼ maximum) and physical and psychosocial concerns. Data were assessed and statistical tests applied where appropriate to determine significance. Results: Patient proformas were assessed (n ¼ 160); 77 m, 83 f, mean age 53 years (19-75) and time post-HSCT 6.6 years (1-19). A predominance of myeloid and bone marrow failure diagnoses (AML 35%, MDS 26%, AA 13% and CML 9% ) reflect King's HSCT caseload. Most received reduced intensity conditioning (88%) and donor source unrelated (57%) followed by matched sibling (38%) and 5% haplo-identical or cord. Chronic GvHD is present in 26 patients with extensive disease in 4. Ninety-six patients are working; 71 full-time and 25 part-time. Typically, those employed are paid (n ¼ 85) with a few undertaking voluntary work (n ¼ 6) or full-time education (n ¼ 5). Table 1 demonstrates employment rates by age. Karnofsky scores range from 70 to 100 with good to excellent performance status (90-100) in the vast majority (90%). The 4 patients whose Karnofsky is 70 have extensive cGvHD and are not employed. Mean distress score is 2.2 (range 0-10) and commonest concerns are fatigue (13%), weight (8%) and sexual function/ relationships (6%). Distress level and number of concerns are similarly expressed in working and non-working patients. Relationship between Karnofsy and employment status was assessed using Chi2-test and a highly significant relationship was found between high performance score and employment (Po0.001).
N014 PARENTAL EXPERIENCES AND PERSPECTIVES OF END-OF-LIFE DECISION-MAKING IN ALLOGENEIC PAEDIATRIC STEM CELL TRANSPLANT
N018 CARING FOR FAMILY-RELATED-DONORS: A MULTIDISCIPLINARY APPROACH
N019 BACK TO WORK AFTER ALLOGENEIC TRANSPLANT: EXPLORING EMPLOYMENT RATES IN THE LONG-TERM
Conclusion: These data demonstrate most patients from this clinic population return to work after transplant, but the proportion of those working declines with increasing age and more notably from age 44. Overall, excepting those with extensive cGvHD, these patients have good performance status, report relatively low levels of distress and few concerns making them an appropriate group to target return to work interventions. Interventions that address return to work issues successfully are likely to benefit the individual and society. Employed individuals are less costly for the state to support and are likely to consume less health and social care than their non-working counterparts. Introduction: Hematopoietic Stem Cell Transplantation (HSCT) is a radical process accompanied by high morbidity and mortality, and often the last hope of survival for hematology patients. Patients report multiple physical, cognitive and affective symptoms during the HSCT process. Patients and families have to find strength to cope with symptoms and manage stress related to the success of the process. Hope is the belief that a current situation can be changed for the better. Hope empowers, encourages, renews and can be a source of positive energy that serves as an effective strategy and plays a key role in coping with disease and its treatment. There are many studies examining the HSCT patient's symptoms' experience and much literature about hope. However, the relationship between them has never been examined. We decided to describe levels of patients' hope during the transplant process and the connection between hope and symptom burden. Method: A descriptive, prospective longitudinal study sampled HSCT patients at the Bone Marrow Transplantation Unit, at Hadassah Hospital. Data was collected at three time points: upon admission (t-1); two weeks after HSCT (t-2) and three months post discharge (t-3). Each participant completed: M.D. Anderson Symptom Inventory to assess symptom severity and interference; Hearth Hope Index measuring sense of hope; Karnofsky performance status scale and at t-1 demographic and disease questionnaire. Results: 100 patients were recruited to the study from March 2012 until February 2014 with 20 missing due to severe sickness or death. Preliminary results show that a consistently high hope level was reported at all-time points (43.23-43.50/48) . However, we observed a variance of symptom burden: at t-1 an average symptom severity level of 1.58/10; at t-2: 4.27/10 and at t-3: 1.94/10. A negative correlation was found between the symptom severity and levels of hope at all three time points, especially prominent, the symptoms of sadness at t-1 (r ¼ -.33), distress (r ¼ -.30) and memory recall (r ¼ -.30).
Other early results indicate that Muslims expressed less hope (33.64) at time point t-3 than Jews (41.24) (Po.05). Patients diagnosed with Leukemia experienced significantly less hope at t-3 (Po.05). Conclusion: In our study we found an inverse relationship between cognitive, affective symptoms and levels of hope. This relationship is less evident with physical symptoms. We expected physical symptoms to exhibit higher levels of severity together with lower levels of hope. However, the outcomes were inverse to our expectations. It is possible to learn that cognitive, affective symptoms are more likely to influence patients' hope levels. Hope can be an emotional source of personal power, a mental or spiritual strategy for hematology (and other cancer) patients to overcome life-threatening diseases. We have just begun to understand the implications and power of hope in this study. Disclosure of Interest: None Declared. Introduction: The official creation of the FNG took place at the 27th Congress of the EBMT in Paris in 2011. From the need to provide an opportunity for all hematological nurses to have a national representation in the EBMT and disseminate our practices, the existence of the national group allows us to improve the care for patients receiving hematopoietic stem cells transplants (HSCT) and support for their families, exchange of educational materials, organize the educational days for nurses and other caregivers. Conclusion: Currently, the GFIC-GM activity does not stop to develop in terms of quantity and quality. The economic crisis of the last years together with the important workload of the members of the board of FNG make our activity more complicated but it doesn't affect our motivation to move forward. Introduction: Nutrition support is requested for allogeneic stem cell transplantation (alloCST). In the clinical hematology departement of Montpellier university hospital a desire to improve this supportive care based on the available data from the relevant literature, has led the interdisciplinary nutrition team (INT) to guide the teams in their practice. This study aims to show the impact of this intervention on nutritional status of the patients. Method: The INT intervened the unit on 2 periods: the first was an observation of two month to identify the weak points
in the nutritional support, with the patient assessed on the basis of local practice, and the second one (4 month) where they guided the hematology physicians, nurses and care givers with regard to the energy needs, calorie intake, nutritional prescription and naso-gastric tube placement and maintenance. The comparison of nutrition support, nutritional assessment and energetic debt between 2 groups has been done. Results: This study included 76 patients, average age was 51,5, 53% where male. 29 patients were included in the observation group and 47 in the intervention one. Nutritional status in the 2 groups was comparable: 74% of patient at risk of undernourishment in the observation group v/s 70%, 22% of patients undernourished in both groups, 4% of patients severely undernourished in the observation group, v/s 8%. The INT introduced a daily calorie intake count for 100% of patients in the intervention group. Enteral nutrition via naso-gastric tube was carried out for 28% of the intervention group patient versus 0 in the observation group. The impact of intervention on the energy deficit was as follows: elimination of the deficit following completion of conditioning chemotherapy (day1 vs day5), constant maintenance of energy intakes during the neutropenia and engraftment period, but a tendency for over-intake of calories towards the end of hospitalization. Conclusion: The INT intervention in our unit lead to an improvement of nutritional support, with regard to standards and recommendations especially introduction of enteral nutrition through naso-gastric tube as first line support. Giannina Gaslini Institute, Genoa, Italy
Introduction: The Barrows Cards method was originally used to test decision-making skills and critical thinking in medical students and which can be adapted, to assess the skills of competent patients. There is evidence that adolescents tend to have poor levels of compliance with prescribed treatments, so we used the Barrows Cards to stimulate compliance in adolescents affected by blood cancer and help them to autonomously and safely manage their drug therapy. The aim of the study is to improve compliance with therapeutic education in adolescents undergone to allogeneic Stem Cell Transplant (SCT). Method: The Barrows Cards method starts with a card that proposes an issue followed by pack of at least 15 cards each illustrating a possible decision. The front side of each card describes a particular behaviour, which could be either right or wrong. Instead, on the back of each card it says whether the behaviour chosen is right or wrong, and why. Adolescents are supported by a specifically-trained nurse, who explains them how to use the tool correctly and answers to their questions. Patients and their family members will then evaluate the tool by answering a short questionnaire on their level of satisfaction and on the Therapeutic Self Care Paediatric Scale before and after the intervention.
Results: This tool has been successfully tested on 20 chronically-ill adolescents and all the indications that emerged from the test have been applied in corrective terms and an updated version is currently being tested. In addition, we are validating an English version of the method to facilitate therapeutic education with foreign patients Introduction: The National Days for transplant patients (P) organized by the French Society for Bone Marrow transplantation and Cellular Therapy present an opportunity for a moment of convivial sharing between carers and transplanted P. Beyond the regular schedule centred on the progress of grafting techniques and supportive care, the convivial atmosphere allows for more informal exchanges centred on the sharing of life experiences with former P and their friends and/ or close relatives, often filled with intense emotions. In March 2014, the spouse of a recently transplanted and home returnee patient called upon the audience, to find solutions in order for her husband to regain a sense of taste as well as the desire to eat again. Claire S, spouse of JF, who received a graft more than a year prior, immediately rose to suggest her seafood risotto recipe, which had reconciled her husband with food. JF confirmed that his taste had progressively returned, thanks to the culinary talents of his wife. Dominique, Nicolas, Franc¸oise had in turn suggested the recipes of nutritious cocktails, mouth-watering recipes, easy to swallow, as well as many little tips to revive damaged taste buds. So was born the project of a cookbook ARCURLIM )Culinary art or pleasing care, the recipes of the transplanted patients from Limousin*, intended to provide an educative support to future P once they return home. Method: A cross-profession Steering Committee(C) ARCURLIM gathering volunteers among the former patients and carers was put together. The implication of carers was immediate, be they from the grafting team or representatives from the coordination center 3CR-H or the Patients' C. More than 5 P were actively present and participated not only in the crafting of recipes, but also to the illustrations of the book. Professional cooks enthusiastically rejoined the Steering C, be they cooks from the local hospital or P working in that field. The main chefs of the Limousin were solicited to help the project by writing one recipe each following food recommendations.The book is comprised of 3 chapters:1:contains the post-graft food recommendations humorously illustrated, 2:presents the recipes shared by former P, 3:displays recipes from a few regional chefs. The funding of the project, which aimed at distributing 1000 free copies for the P, required the help of regional, associative, industrial partnerships, and enabled the publication of the book in October 2014. Conclusion: A prospective study will be conducted in order to evaluate the impact of illustrated food recommendations, the feasibility of the recipes and the help brought by this educational support, aiming at the improvement of the nutritional management of P with damaged taste buds after the graft as they return home. Disclosure of Interest: None Declared.
